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 The current study examined ratings of teacher-rated acceptability of three evidence-based 
interventions commonly used for children diagnosed with ADHD.  Teachers (n = 170) from five 
suburban elementary schools were asked to rate each of the following interventions: 
pharmacological treatment, home-school communication programs, and token economy/response 
cost techniques.  In addition, teacher factors were examined as potential predictors of 
intervention acceptability and included: type of certification, amount of training specific to 
students with ADHD, number of students taught with ADHD, total years of teaching experience, 
and perceived systems support necessary for intervention implementation.  Results indicated the 
home-school communication program received the highest ratings of intervention acceptability.  
Examination of teacher factors revealed special educators reported higher rates of acceptability 
for pharmacological treatment and token economy/response cost interventions in comparison to 
general educators.  Further, findings demonstrated lower levels of perceived systems support 
necessary for intervention implementation predicted higher rates of acceptability in the home-
school communication intervention.  The opposite relation, however, was observed in the token 
economy/response cost intervention, as greater perceived systems support necessary for 
  
 
intervention implementation predicted greater acceptability.  Findings are discussed within the 
context of previous research and potential applications for school professionals.       
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CHAPTER I: INTRODUCTION AND REVIEW OF THE LITERATURE 
 Attention-deficit Hyperactivity Disorder (ADHD) is a chronic condition that manifests in 
early childhood and is characterized by clinical impairment in attention span, activity level, and 
impulse control, which can lead to academic, behavioral, and social problems in school 
(American Psychiatric Association [APA], 2000).  Prevalence rates of ADHD suggest at least 
one child in every classroom will meet criteria for this disorder (Fabiano & Pelham, 2003).  
Research has demonstrated a variety of interventions that have proven efficacious in the 
treatment of children and adolescents with ADHD.  As part of best practices in the treatment of 
ADHD, a multifaceted school-based intervention is necessary given the considerable amount of 
time students spend in the classroom and school setting (Miranda, Presentacion, & Soriano, 
2002).  Teachers play an integral role in leading and implementing many school-based evidence-
based treatments.  Likewise, teacher acceptance of intervention techniques has been shown to be 
a contributing factor in the likelihood of effective implementation.  In addition, previous research 
has highlighted treatment acceptability and implementation as being a complex matter that 
appears to be influenced by numerous variables (Briesch et al., 2013; Eckert & Hintze, 2000; 
Fixsen et al., 2009).  The current study investigated teacher acceptability of three evidence-based 
ADHD treatment and intervention approaches.  In addition, specific teacher variables were 
investigated in order to determine any predictive relationships with perceived acceptability of 
evidence-based treatments.        
ADHD Prevalence and Diagnostic Criteria 
Data issued by the Centers for Disease Control and Prevention (CDC) show an increased 
prevalence of ADHD in children ages 5-17, with current prevalence rates reaching 
approximately 9% (CDC, 2010).  The disorder involves substantial problems with hyperactivity, 
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inattention, and impulsiveness that are developmentally inconsistent with a child’s chronological 
age (APA, 2000).  Epidemiologic studies indicate that approximately 3-10% of the school-age 
population in the United States exhibit clinically significant levels of ADHD symptoms 
(Barkley, 2006).  On average, such estimates place at least one child with ADHD in every 
classroom in America, making effective interventions for reducing classroom impairment 
characteristic of children with ADHD a significant issue for both parents and school personnel 
(Fabiano & Pelham, 2003).   
While ADHD is not a disorder limited to children, it is most often diagnosed during 
childhood.  Among children with ADHD who have been referred to clinics, boys tend to be 
identified more frequently than girls, with ratios ranging from 2:1 to 9:1 (APA, 2000).  However, 
Barkley (1997) noted an increase in the documented prevalence of ADHD among girls, which is 
likely attributed to more careful identification practices.  ADHD symptoms typically appear 
during the preschool years and extend into adolescence and adulthood for the majority of 
affected individuals (Barkley, 2006).  Thus, ADHD is typically viewed as a life-long disorder 
that must be addressed through ongoing treatment that focuses on the unique needs of the 
individual (DuPaul & Stoner, 2003). 
 The diagnostic criteria for children with ADHD are outlined in the Diagnostic and 
Statistical Manual of Mental Disorders, Fifth Edition (DSM-5; APA, 2013).  The DSM-5 
identifies an inattention cluster and a hyperactivity-impulsivity cluster, each with nine 
symptoms.  An individual must exhibit at least six of the nine behaviors in a symptom cluster to 
be considered significantly inattentive or hyperactive-impulsive.  There are three primary 
presentations of ADHD according to the DSM-5 (APA, 2013).  These presentations include: 
combined presentation, predominantly hyperactive-impulsive presentation, and predominantly 
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inattentive presentation.  In order for an ADHD diagnosis to be warranted, a child must meet the 
specific criteria of the DSM-5.  Symptoms must have appeared before the age of twelve, be 
present in two or more settings, and be evidenced to interfere with social, school, or work 
functioning (DSM-5; APA, 2013).   
 ADHD can often be difficult to diagnose, as its symptoms can be characteristic of many 
other conditions such as learning disabilities, conduct disorder, bipolar disorder, and manic-
depressive illness (Fewell & Deutscher, 2002).  ADHD symptoms are associated with a number 
of behavior difficulties such as aggression and noncompliance (Barkley, 2006).  Approximately 
half of clinic-referred children with ADHD also have a diagnosis of Oppositional Defiant 
Disorder (ODD) or Conduct Disorder (CD) (APA, 2000).  In addition to these comorbid 
externalizing disorders, as many as 50% of children with ADHD may develop an internalizing 
disorder.  For example, mood and anxiety disorders are commonly reported, especially with 
children diagnosed with ADHD predominantly inattentive subtype (Barkley, 2006).  These 
comorbid disorders make successful treatment and interventions for these children even more 
critical.     
ADHD significantly impacts children’s emotional, family, school, and social functioning 
(Barkley, 1998).  Teachers have been shown to be more likely to perceive a child with an ADHD 
label less favorably with respect to intelligence, personality, and behavior (Batzle, Weyandt, 
Janusis, & Deviett, 2010).  Research has also demonstrated that children with ADHD are more 
likely to be rejected socially and to have greater difficulties with their peers when compared to 
their typically developing classmates (Hinshaw, 2002).  When studied across time, children 
diagnosed with ADHD are at higher risk for continuing to have learning, behavioral, and 
emotional problems throughout childhood and adolescence.  Although most children diagnosed 
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with ADHD are generally of average intellectual ability, research shows that the academic 
outcome of individuals with ADHD is significantly poorer than those without the disorder 
(Schwiebert, Sealander, & Dennison, 2002).  Research has demonstrated that academically, 
children with ADHD are more likely to have poorer grades, lower scores on standardized tests, 
greater likelihood of identification for special education, and an increased use of school-based 
services, in comparison to their peers without the disorder (Loe & Feldman, 2007).  Students 
with ADHD have also been shown to have higher rates of absenteeism, are three times more 
likely to be retained in elementary school, and are at higher risk for dropping out of high school 
than their peers without the diagnosis (Barbaresi, Katusic, Colligan, Weaver, & Jacobsen, 2007).  
In addition, children with ADHD have been found to be at an increased risk for injury, bone 
fractures/head injuries, burns, and accidental poisonings (Lee, Harrington, Chang, & Connors, 
2008).  Students with ADHD who graduated high school are less likely to pursue postsecondary 
education in comparison to their peers (DuPaul & Weyandt, 2009), in addition to being more 
likely to have automobile accidents and receive traffic tickets than those without the disorder 
(Barkley & Cox, 2007).   
Given the significant and chronic impairment across settings associated with ADHD, it is 
of little surprise that the American Academy of Pediatrics (2001) has recommended that 
treatment begin as soon as the disorder is identified.  In addition, their recommendations suggest 
that treatment address functioning across multiple domains, and that interventions be 
implemented across settings (e.g., home and school), over potentially long periods due to the 
chronic nature of the disorder.  Thus, it is imperative that there is a collaborative effort among 
individuals who are committed to implementing effective treatment strategies due to the chronic 
nature of the disorder.   
  
 
5 
Treatment and Intervention of ADHD 
 Given the diversity and pervasiveness of behavior problems associated with ADHD, it 
has been established that a variety of treatments implemented across settings and by different 
service providers will often be required (Brown, 2000).  This includes involvement of 
professionals from multiple disciplines such as physicians, psychologists, teachers, and parents, 
each providing their own special expertise in dealing with specific problems.  A multimodal, 
multisystem approach carried out over a long period appears to be the current treatment of choice 
(Rader, McCauley, & Callen, 2009).  Although there have been many proposed treatments for 
ADHD, only a few have received empirical support for their efficacy in reducing ADHD 
symptomology and impairments.  Some specific ADHD treatments that have been documented 
as evidence-based include pharmacological treatment, behavior modification strategies, and 
home-school communication programs (DuPaul, 2007).  These treatments, when utilized over 
time and with fidelity, have been shown to temporarily reduce the symptoms of ADHD.  It 
should be noted that while both pharmacological treatment and behavioral modification 
techniques have been shown to be effective in the treatment of ADHD, ultimately the most 
effective results have been shown to occur when the two treatments are utilized in conjunction 
(Abikoff et al., 2004).  In particular, a multimodal treatment protocol has been linked to the 
greatest improvements in problems associated with ADHD, such as oppositional behavior and 
social performance, as well as ADHD symptoms (DuPaul, 2007).  Studies have also revealed 
that children in “combined intervention groups” who do not experience negative side effects to 
medication, have been shown to require a lower mean dosage of medication when compared to 
children in a medication only group (Conners et al., 2001). 
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  Children with ADHD represent a very diverse group comprised of varying needs and 
impairment levels; thus, no one intervention or accommodation will be effective for all children 
with the disorder.  In addition, due to the chronic and potentially lifelong nature of the disorder, 
it is essential that it be addressed through ongoing treatment that is developmentally appropriate 
(Brown, 2000).  The earlier an individual’s ADHD is identified and comprehensive intervention 
plans are developed, the higher the probability the individual will be successful in school 
(Schwiebert, Sealander, & Dennison, 2002).  Several behavioral treatment techniques found to 
be successful in the school setting include daily report cards, token reinforcement programs, 
response-cost procedures, and time-out from positive reinforcement (DuPaul & Stoner, 2003).  
In addition, it should be recognized that many of the behavioral methods recommended as best 
practice for treatment can benefit all children, not just children with ADHD.   
 Effective treatment and intervention will require time and effort on a continuous basis.  
When effective methods are used consistently and systematically on a long-term basis, the 
chances for successful outcomes are increased dramatically.  Thus, classroom intervention and 
the role of teachers are critical in the treatment of children and adolescents with ADHD, given 
that most waking hours are spent in the school setting for a majority of the year (Miranda, 
Presentacion, & Soriano, 2002).  Thus, it is no surprise that the most commonly used effective 
interventions for children with ADHD in the classroom setting involve high levels of teacher 
involvement as an essential component (Pfiffner & Barkley, 1998).  As part of intervention 
implementation, teachers are often required to communicate with parents, medical/health 
professionals, and other school officials regarding students’ response to treatment, as well as any 
alterations made to the intervention plan.  Thus, due to their key role in implementing treatment 
strategies, teachers must be committed and active players during the treatment phase in order to 
  
 
7 
maximize the likelihood of student success.   Unfortunately, current evidence suggests that too 
many students with ADHD are not achieving their full potential because school personnel are 
unable to address the needs of this population (Schwiebert, Sealander, & Dennison, 2002). 
 Pharmacological Treatment.  The most common and widely studied treatment for 
children and adolescents with ADHD is psychotropic medication, specifically the use of central 
nervous system stimulants (Barkley, 2006).  Over the last two decades, there has been a marked 
increase is the use of medication to treat ADHD in young children (Zito et al., 2000).  The most 
frequently prescribed stimulants to pediatric populations are methylphenidate, 
dextroamphetamine, and amphetamines.  Of these medications, the various short and long-acting 
versions of methylphenidate are the most commonly prescribed stimulants (Brown & LaRosa, 
2002).  Literature on the treatment of ADHD utilizing stimulant medication spans decades and 
has been reviewed extensively (Brown et al., 2005).  Methylphenidate and other central nervous 
system stimulants have been shown to be the single most effective treatment for reducing ADHD 
symptoms (DuPaul, 2007).  Results from randomized clinical trials have consistently 
demonstrated that stimulants are effective in the short-term management of the cognitive and 
behavioral symptoms of ADHD (e.g., inattention, overactivity, impulsivity) (Brown & Daly, 
2009).  Pelham et al. (1993) investigated the separate and combined effects of methylphenidate 
and behavioral modification in a sample of boys attending a summer treatment program.  Their 
findings indicated a combination of these two treatments was nearly as effective as 
methylphenidate alone.  In addition, research from the MTA Cooperative Group (1999) indicated 
medication management alone in addition to a combined treatment (use of medication in 
combination with behavioral techniques) serve to be superior when compared to behavioral 
treatment alone in reducing ADHD symptomology.  Further, numerous studies have shown 
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medication treatment to improve classroom attention, behavior control, peer interaction, and 
accuracy on academic tasks (Connor, 2006).   It should be noted, however, that medication 
treatment has not been shown to have long-term effectiveness. Thus, the academic and social 
success commonly associated with a medication only intervention is often short-term in nature.  
Additionally, use of stimulant medication can also lead to adverse side effects including 
insomnia, appetite reduction, nausea, weight loss, and headaches in some children (DuPaul, 
2007; Pliszka et al., 2006).  Reports indicate these adverse side effects are frequently relatively 
mild, short-lived, and associated with dosage (Pliszka, 2007).   
 In addition to stimulant medication, an additional class of medication has also been 
shown to be effective in the treatment of ADHD.  This other class of drugs, known as 
antidepressants, has also been demonstrated to be effective in reducing ADHD symptomology 
(Daley, 2004).  Specifically, tricyclic antidepressants are often used as a second choice of 
medication treatment for individuals with ADHD who do not respond to stimulant medication 
(Brown & La Rosa, 2002).  In addition, this line of treatment may be especially useful when 
significant disturbances in mood are present along with the ADHD symptomology, since 
tricyclic antidepressants have been shown to both decrease hyperactivity and stabilize mood 
(Brown & La Rosa, 2002). 
 As with any intervention approach, careful and continuous monitoring is a critical 
component to ensure successful treatment.  This includes monitoring for any unwanted side 
effects that may require alteration of dose or medication type.  In addition to parental monitoring 
of their child’s response to pharmacological treatment, school personnel serve as important 
members of the treatment team, by assisting with medication monitoring and alerting the family 
and the prescribing medical professional if adverse side effects present (Abrams, Flood, & 
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Phelps, 2006).   Teachers are an integral part of the treatment team because of their unique 
ability to observe the child’s behavior and ability to attend while on (or off) medication or in 
response to changes in dose.  Given the amount of time children spend in the school setting, 
information provided by teachers to parents and medical professionals is extremely useful in 
treatment monitoring and planning.  Teachers are often required to keep data and records 
regarding their observations of student behavior as it relates to pharmacological treatments.  
These observations (by behavior rating scales, collection of work samples, responses to behavior 
management intervention, etc.) help physicians and parents regulate dosage and/or determine if 
the medication is effective.  Data from teacher monitoring of pharmacological treatment are also 
useful in tracking the frequency and extent to which undesired side effects are occurring. 
 Token Reinforcement and Response Cost Interventions.  Findings from classroom 
interventions employed with children with ADHD are consistent with the established criteria for 
an empirically supported treatment (Pelham & Fabiano, 2008).  Behavioral classroom 
interventions target symptoms of ADHD and associated functional impairments, including 
disruptive behavior, complying with classroom rules and teacher commands, and engaging in 
appropriate interactions with classmates.  In addition, behavior modification interventions that 
involve manipulating consequences to change behavior are widely used to treat ADHD 
symptoms and comorbid behavioral difficulties (DuPaul, 2007).  The use of behavior 
modification techniques has been shown to be successfully implemented in the classroom 
environment for students with ADHD resulting in marked reductions in off-task and disruptive 
behaviors, as well as improvements in academic productivity (DuPaul & Eckert, 1997; DuPaul & 
Stoner, 2003).  Over the years, a rich literature describing the implementation and efficacy of 
behavior modification techniques for the treatment of ADHD has developed.  In the classroom 
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setting, school psychologists and other consultants often provide instruction and feedback to 
teachers to elicit and refine the use of many evidence-based behavioral intervention techniques.  
While there are numerous behavioral interventions utilized to treat ADHD, two consequence-
based interventions that have been shown to have the strongest empirical support include token 
reinforcement programs (token economy) and response cost programs (DuPaul & Weyandt, 
2006; Morris & Kratochwill, 1998).    
 The term token economy refers to an organized exchange system in which conditioned 
reinforcers are earned and lost contingent upon the student engaging in or refraining from 
specific and clearly defined behaviors (Christopherson & Mortweet, 2001; Doll, McLaughlin, & 
Barretto, 2013).   The behavioral principles employed in token systems are primarily based upon 
the concept of operant conditioning, in that a neutral stimulus (i.e., tokens) is repeatedly 
presented with a reinforcing stimulus, making the neutral stimulus a reinforcing entity (Kazdin, 
1977).  Thus, the conditioned reinforcers that result are items or activities that alone may not be 
reinforcing, but when paired with the availability of a known reinforcer, take on reinforcing 
properties.  For example, such a reinforcement program may reward students with a token (e.g. 
poker chip or point) for performing appropriate behavior.  These tokens can later be redeemed 
for reinforcers such as free time, lunch with the teacher, or other objects and privileges.  Thus, 
such intervention systems involve providing secondary reinforcers (e.g., conditioned 
reinforcers), which are then exchanged for primary reinforcers or other secondary reinforcers.   
 The token reinforcement system was originally developed to add flexibility to the use of 
tangible rewards with children and adolescents (Christophersen & Mortweet, 2001).  Tokens can 
also be used to reward students for practicing skills that they are working to acquire.  Further, 
token reinforcement programs have been shown to be an excellent means of increasing 
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appropriate behavior for students specifically diagnosed with ADHD who need reinforcement 
above that which typically occurs in the classroom (DuPual & Weyant, 2006).  In addition to 
increasing appropriate behavior within the classroom, token economies have also been associated 
with increases in academic productivity in students with ADHD (Reitman, Murphy, Hupp, & 
O’Callaghan, 2004; Sullivan & O’Leary, 1990).   
 Token economies can be used alone, or in conjunction with another intervention.  They 
can also be used on an individual or class-wide basis, and can encompass a wide variety of 
academic and social behaviors or target one or two specific behaviors (Abramowitz & O’Leary, 
1991; Doll et al., 2013).  Utilizing a token economy system provides teachers with the advantage 
of being able to reinforce a student immediately for a specific behavior.  In addition, token 
economies can be integrated into the academic curriculum (Morris & Kratochwill, 1998). 
 When using token economies with students with ADHD, teachers must set the initial 
behavior standards at a level that ensures students will receive enough tokens to purchase 
reinforcers (Reid, 1999).  The standards can always be raised later, but setting the standards too 
high initially often result in failure because students will not experience success.  It is also 
helpful if the teacher directly teaches or models appropriate behaviors to ensure students 
understand exactly what is expected of them (Alberto & Troutman, 2012).  It can also be helpful 
to give students individual cues or reminders, or to post behaviors and their corresponding token 
rewards (Doll et al., 2013; Pfiffner, Barkley, & DuPaul; 2006; Reid, 1999).  In addition, the 
frequency with which tokens are awarded is another important factor when implementing a token 
economy (Morris & Kratochwill, 1998).  Since students with ADHD have a hard time deferring 
gratification, awarding tokens and allowing them to buy reinforcers at regular intervals is often 
helpful.  After the system has been established for some time, the intervals can be lengthened. 
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 While the efficacy of utilizing a token economy system has been clearly established in 
the literature, implementing such an intervention system requires a strong commitment on the 
part of the teacher (Doll et al., 2013).  In addition to choosing target behaviors and generating an 
appropriate list of rewards, it is the responsibility of the teacher to operationally define 
behaviors, utilize the tokens, create a rewards menu, set goals (e.g., number of tokens per 
hour/interval), continue to monitor behaviors, count tokens, and provide feedback to the student.  
Thus, although it proves to be an effective intervention, it can be time intensive for the teacher.  
In addition, some teachers may not find it desirable to implement an intervention for one student 
alone due to views on fairness and to avoid potential student conflicts.  Thus, as a way to address 
this, class wide implementation of this intervention may be most appropriate; however, this will 
likely require additional time and effort on the part of the teacher (Morris & Kratochwill, 1998).   
 In addition to behavioral interventions including frequent and immediate positive 
reinforcement, it is also imperative they utilize response cost techniques (DuPaul, 2007).  
Response cost techniques are seen as a means to suppress behavior, most commonly through the 
withdrawal of tokens or fines (Kazdin, 1977).  Thus, response cost is the loss of a certain amount 
of reinforcement (e.g., points, tokens, privileges, etc.) that occurs when an inappropriate 
behavior is exhibited (Morris & Kratochwill, 1998).  A response cost program can easily be 
combined with token economies by setting up “fines” for inappropriate behaviors (Reid, 1999).  
For example, if a student talks out without raising his or her hand, he or she loses a token or five 
minutes of their recess.  The teacher, however, must not overuse fines, and should ensure that the 
behaviors that cause fines are specific and taught to the students ahead of time.  Thus, for the 
best results, response cost for inappropriate behavior is combined with positive reinforcement 
techniques designed to increase appropriate behavior (DuPaul, Guevremont, & Barkley, 1992; 
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Reid, 1999).  It is important for teachers to consider that reinforcement for specific target 
behaviors is more likely to develop pro-social responses as alternatives for the behaviors being 
suppressed (Kazdin, 1977). 
 Given that the response cost approach typically coincides with opportunities for earning 
points and tokens simultaneously, many teachers may feel utilizing a response cost program 
provides a more balanced approach to managing student behavior.  Use of a response cost system 
requires planning and clear communication on the part of the teacher from the outset.  The rules 
of the system should be taught and reviewed on an ongoing basis.  The students should have an 
understanding of when the system will be used, exactly how points should be gained or lost, 
what privileges are available in exchange for tokens/points, and when tokens/points may be 
turned in for privileges (Thomas & Grimes, 2002).  In addition, it is essential that students help 
create the list of possible privileges, or that teachers carry out a preference assessment, to ensure 
saliency (Alberto & Troutman, 2012).   
 The establishment of a token economy system that utilizes token reinforcement as well as 
response cost techniques has been documented to increase student levels of productivity, on-task 
behavior, and academic accuracy of children with ADHD (DuPaul, Guevremont, & Barkley, 
1992).  This is especially important for children with ADHD who have a hard time delaying 
gratification.  Similar to token reinforcement intervention, response cost techniques require a 
great deal of time and effort on the part of the classroom teacher.  Thus, unless such evidence-
based interventions are recognized as acceptable and effective means of intervention on the part 
of the teacher, the likelihood such treatments will be implemented with integrity decreases 
significantly.   
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 Home-School Communication Interventions.  An additional evidence-based treatment 
approach that has been supported in the literature for enhancing the functioning of children with 
ADHD is the use of home-school communication programs.  Home-school communication 
programs have been referred to as a number of different titles including daily behavior report 
cards, home school notes, and home-based reinforcement (Frafjord-Jacobson et al., 2013; 
Jurbergs, Palcic, & Kelley, 2007).  Although there is no one set definition of a home-school 
communication program, common characteristics among all the variations exist.  Such 
characteristics include: specification of target behaviors, frequent rating of occurrence of 
behaviors, sharing obtained information across individuals (e.g., parents, teachers, and students), 
and utilizing the data to monitor the effects of an intervention (Frafjord-Jacobson et al., 2013).  
By not having a firm definition, it allows for flexibility when trying to meet the needs of 
individual students, parents, and situations (Chafouleas, Riley-Tillman, & McDougal, 2002).  
The use of a home-school communication intervention involves parents, teachers, and students 
collaborating.  The assumption underlying this strategy is that appropriate behavior at school can 
be reinforced by contingencies delivered at home, which can increase the number of potential 
contingencies, and where often a wider variety of highly salient reinforcers is available (Barkley, 
2006; Chafouleas et al., 2002).  Home-school programs have been empirically supported as a 
viable option for students with mild to moderately severe ADHD symptoms (Barkley, 2006; 
Pelham & Fabiano, 2008).  Numerous studies have documented the positive effects of a home-
school communication intervention in children with ADHD that include improvements in both 
academic productivity and behavioral functioning (Fabiano et al., 2010; Kelley & McCain, 1995; 
Wells et al., 2000). 
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 When utilizing a home-school communication program such as a daily report card, 
teachers (often through consultation with school psychologists and/or other professionals) 
identify student behaviors in need of improvement.  Typically, 2-5 specific behaviors are 
selected, operationally defined, and targeted for intervention purposes.  Criteria for 
reinforcement and goals are also established prior to the implementation of the intervention 
phase such that the student experiences initial success.  As students begin to experience 
consistent success, the criterion is gradually made more challenging in order to shape and 
increase the display of appropriate behavior.  Student rewards within a home-school intervention 
should ideally be provided by parents through home privileges and other tangible rewards; 
however, rewards can also be provided in the school setting by the classroom teacher and other 
school staff. 
   The benefits and efficacy of a home-school communication system, such as a daily report 
card, on the functioning of children with ADHD has been clearly established (Carlson, Pelham, 
Milich, & Dixon, 1992; Fabiano et al., 2010; Kelley & McCain, 1995; Owens et al., 2005; 
Pelham et al., 1993; Power et al., 2012; Wells et al., 2000).  However, such an intervention 
places a great deal of responsibility and required effort on the part of the classroom teacher. 
Teachers are required to track student behavior daily, calculate the percentage of successful 
targets met, provide feedback to the student, and ensure the student is delivering the note home 
to parents.  A recent meta-analysis examining the effectiveness of a daily behavior report card 
emphasized the need for behavior monitoring to occur throughout the day, and for multiple 
periods, in order for stronger effects to be achieved (Vannest et al., 2010).  Such an effort 
requires greater coordination with other staff members and more tedious data collection on the 
part of the teacher.  In addition, continuous monitoring over time is necessary in order to make 
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the appropriate and necessary changes to the goals and reward criteria in order to ensure the 
appropriate behavior is continuing to be shaped.  Therefore, teacher involvement and 
commitment is an essential component when utilizing interventions of this nature.  Thus, home-
school communication interventions must be implemented with integrity in order to maintain the 
effectiveness of the treatment.  Further, when teachers fail to view such an intervention as a valid 
and acceptable means for reducing behavioral difficulties experienced by children with ADHD, 
they may fail to complete the proposed intervention, or implement it with reduced fidelity.     
Treatment Acceptability 
 The notion of treatment acceptability has been recognized as an important factor in the 
intervention of ADHD, as well as in many other behavioral conditions.  In addition to 
professionals considering the efficacy of a given treatment prior to implementation, research has 
also documented the need to consider its acceptability and sustainability for the consumer (e.g., 
teachers).  Treatment acceptability has been defined as “judgments by lay persons, clients, and 
others of whether treatment procedures are appropriate, fair, and reasonable for the problem or 
client” (Kazdin, 1981, p.483).  Acceptability has been linked to treatment effectiveness, integrity, 
and utilization rates (Witt & Elliott, 1985; Wolf, 1978).  Numerous studies have documented the 
positive relationship between individuals’ ratings of acceptability of treatments, enrollment in 
treatment, implementation, and effectiveness (Arndorfer, Allen, & Aliazireh, 1999; MacKenzie, 
Fite, & Bates, 2004).  Treatment acceptability is believed to be involved in clinical outcomes 
including compliance, improvement, and continuation of treatment (Tarnowski, Simonian, Park, 
& Bekeny, 1992).  Moreover, acceptability has been documented to be a critical variable in 
intervention design and evaluation (Gresham, 1989; Sterling-Turner & Watson, 2002).  Thus, 
acceptability of treatment and social validity are important factors in applied research.  In 
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addition, research has documented that the more acceptable the intervention, the more likely it is 
to be implemented with integrity and to have the desired effect.  When interventions are not 
considered acceptable to users, even evidence-based strategies are unlikely to be widely 
implemented (Eckert & Hintze, 2000; Witt & Elliott, 1985). 
 The rationale for treatment acceptability research has been fully established, and deemed 
a construct that can aid in the development and modification of interventions in order to 
maximize their potential for use.  In addition, researchers have expressed the need to expand the 
scope of treatment acceptability application by taking into consideration factors not related 
directly to treatment (e.g., characteristics of the person implementing the treatment and 
characteristics of the environment) (Girio & Owens, 2009; Vereb & Diperna, 2004).  Although 
the relationship between acceptability and treatment outcomes has been documented by several 
researchers in the study of children with behavior disorders, such studies have primarily 
examined acceptability levels of parents, physicians, and other providers.  Fewer studies have 
examined this relationship in an educational setting as it relates to educators, making this an area 
in need of further research.   
Treatment Acceptability among Teachers 
 The establishment of a positive relationship between an individual’s rating of 
acceptability of treatments and treatment enrollment, implementation, and effectiveness has led 
to the examination of such a relationship in the school environment.  Von Brock and Elliot 
(1987) examined the impact of treatment effectiveness on teachers’ ratings of treatment 
acceptability.  The treatments examined included several classroom intervention procedures such 
as time-out and token economy.  One of three types of effectiveness information was provided to 
each teacher in a case scenario, including no effectiveness information, teacher-satisfaction 
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effectiveness information, and evidence-based information.  Findings of the study indicated that 
type of treatment effectiveness information had a significant influence on teachers’ acceptability 
ratings.  Specifically, results demonstrated when teachers viewed an intervention as less 
acceptable, they also rated the intervention as less effective.  While this is not a cause-and-effect 
relationship, perceptions of acceptability may influence perceptions of effectiveness, which may 
or may not be accurate.  These findings provide important information to school consultants who 
are striving for teacher compliance and utilization of evidence-based treatment techniques.   
 When such findings are applied to specific behavioral disorders such as ADHD, assessing 
the acceptability of treatments becomes even more essential, given the chronic nature of the 
disorder.  In the school setting, when there are several equally effective treatment options 
available, it is important to be cognizant that such options may not be perceived to be equally 
acceptable to the consumer (e.g., teachers) (Kazdin, 1980).  Factors such as teachers’ knowledge, 
student demographics, and cost-benefit judgments can further influence teacher perceptions. 
Thus, effective and evidence-based treatments are not necessarily high in their rates of 
acceptability, and acceptable treatments are not necessarily effective (Cross Calvert & Johnston, 
1990).  By determining the acceptability of a proposed treatment, a potential method for 
evaluating the likelihood that the teacher will attempt a given intervention may also be 
established.  This suggests that treatments rated as more acceptable will be attempted more often 
than those viewed as unacceptable. 
 Although a limited amount of research has been conducted in the area of acceptability of 
behavioral intervention in educational settings, even fewer studies have examined acceptability 
as it relates to interventions specific for the ADHD population.  Further, the research that has 
been conducted in this area has been somewhat inconsistent, highlighting the need for additional 
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research for clarification.  A study conducted by Power, Hess, and Bennett (1995) was one of the 
first to examine the role of teacher knowledge and amount of teaching experience in the 
acceptability of treatments specific to ADHD.  This study included a measure of teachers’ 
knowledge of ADHD, and required participants to read a vignette describing a child in addition 
to descriptions of interventions for ADHD, including the daily report card, response cost 
techniques, and stimulant medications.  Each teacher rated the acceptability of the interventions 
utilizing an abbreviated version of the Intervention Rating Profile-15 (IRP-15) (Witt & Elliott, 
1985).  Contrary to the expected outcome, no relationship between knowledge of ADHD or the 
amount of teaching experience and ratings of intervention acceptability were found for any of the 
selected interventions (Power et al., 1995).  In addition, teachers rated the daily behavior report 
card procedure as significantly more acceptable than response cost, suggesting that positive 
reinforcement was preferred over negative punishment techniques, or that less time-consuming 
interventions were preferred.  In addition, behavioral interventions were not consistently found 
more acceptable than medication treatment.  It should be noted, however, that these data had 
several limitations including the possibility of a restricted range of teacher knowledge scores 
(knowledge was high for all participants), as well as unknown psychometric properties of the 
instrument utilized to measure knowledge.  Further, this study did not include special education 
teachers, and thus only reflected findings associated with general education teachers. 
 Research by Stinnett et al. (2001) examined whether the presence or absence of a 
diagnostic label of ADHD was a variable that affected treatment acceptability among teachers.  
Findings of their study suggested that diagnostic labels were not relevant in ratings of treatment 
acceptability.  Although results indicated teachers had different perceptions of the social and 
attentional difficulties depending on the presence or absence of a label, teachers rated both 
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stimulant medication treatment and psychoeducational interventions as equally acceptable for 
students regardless of label.    
 A study conducted by Pisecco, Huzinec, and Curtis (2001) also examined the effect of 
child characteristics on teachers’ acceptability of various interventions for the treatment of 
ADHD.  Each teacher was given a short vignette describing the classroom behavior and 
academic performance of a “typical” child with ADHD.   For half the teachers, the child 
described was a boy and for the other half, the child described was a girl.  After reading the 
vignette, the teachers were given a brief description of four different interventions that could be 
used with the child (daily report card, response cost, classroom lottery, and stimulant medication) 
and then asked questions regarding acceptability, effectiveness, and timeliness.  Results from this 
study indicated that teachers did not necessarily favor the use of medication treatment for all 
students with ADHD.  Overall, teachers regarded medication treatment as a less acceptable 
option for girls than for boys.  In addition, teachers preferred the daily report card to all other 
forms of treatment.  There was, however, a significant interaction between the type of treatment 
and sex of the student on factors of acceptability, effectiveness, and timeliness.  The daily report 
card was more acceptable to teachers than medication treatment for both boys and girls with 
ADHD, and teachers believed this intervention would be as effective as medication.  For girls, 
the response cost procedure was also more acceptable than medication treatment.  This study had 
several limitations, in that it included only elementary school teachers, and like previous studies, 
only sampled general education teachers.  In addition, only experienced teachers served as 
participants in this study.  Thus, characteristics of the teacher were not considered.  
 A study conducted by Curtis, Pisecco, Hamilton, and Moore (2006) examined differences 
in treatment acceptability ratings of ADHD interventions in teachers in the United States and 
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New Zealand.  A series of vignettes and descriptions of four different interventions (daily report 
card, classroom lottery, medication, and response cost) were given to each teacher.  Findings 
indicated both groups ranked the daily report card intervention as the most acceptable in 
comparison to the other three interventions presented.  An additional finding was that US 
teachers consistently rated all four interventions as more acceptable than teachers from New 
Zealand.  The authors suggest higher rates of acceptability among US teachers may be attributed 
to differences in educational cultures and differences in ADHD perception between the two 
countries (Curtis et al., 2006).  Although this study included both general education and special 
education teachers, the participants were limited to elementary school teachers only, and again 
teacher characteristics were not a primary consideration except for country of residence. 
 Vereb and DiPerna (2004) conducted one study that did examine specific teacher 
characteristics, including the relationship between teacher knowledge of ADHD, knowledge of 
treatment and intervention for ADHD, as well as treatment acceptability.  This study also 
examined the relationships between these variables and teacher training and experience in 
working with children diagnosed with ADHD.  Unlike previous studies that provided teachers 
with a vignette, teachers were asked to consider a student in their class with the diagnosis when 
completing the measure.  This study served as the first to examine teacher training as it relates to 
ADHD knowledge and treatment acceptability.  Findings of this study indicated that teacher 
knowledge of ADHD was significantly and positively correlated with teacher ratings of 
acceptability for pharmacological treatment, but not for behavioral modification interventions.  
In addition, no significant relationships were found between teacher knowledge of ADHD, 
knowledge of treatments, and acceptability ratings of behavior modification interventions.  
Results suggested fewer positive relationships between teacher knowledge of ADHD, amount of 
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teaching experience, and acceptability of behavioral intervention techniques in comparison to 
previous research by Power et al. (1995).  Specifically, results of this study indicated teacher 
knowledge about ADHD was not significantly related to teaching experience or amount of 
training in ADHD.  It is important to note, however, that this study cited numerous limitations 
including a small sample size, little variance in teacher education level (approximately 80% of 
participants had a master’s degree), and questionable psychometric properties of the instrument 
measuring teacher knowledge. 
Teacher Factors Related to Treatment Acceptability  
 As described in some of the previous studies, research has begun to examine 
characteristics of the teacher, child, and intervention that impact teacher ratings of acceptability 
of school-based interventions.  Specifically, some factors that have been shown to be related to 
ratings of acceptability include: type of intervention, perceived effectiveness, time needed for 
intervention implementation, severity of the problem, teaching experience, and knowledge of 
intervention (Elliott, 1988; Miltenberger, 1990; Rasnake, 1993).  For example, teachers have 
been found to be more accepting of interventions using positive rather than negative 
consequences, in addition to interventions that were less time intensive and required less effort 
(Elliott, Witt, Galvin, & Peterson, 1984).  Research has also indicated when problem severity is 
high, teachers are also more accepting of interventions (including those with negative 
consequences) (Clark & Elliott, 1988; Elliott et al., 1984; Martens, Witt, Elliott, & Darveaux, 
1985).  Also, years of teaching experience has been demonstrated to have a relationship to 
treatment acceptability, in that teachers who possess greater levels of experience report lower 
levels of acceptability of interventions in comparison to newer teachers and teachers with less 
experience (Witt et al., 1984; Witt & Robbins, 1985).  A study by Epstein et al. (1986) examined 
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the teacher status of general and special education in relation to teacher acceptability of ADHD 
interventions.  Results of their study indicated ratings of acceptability did not differ between 
groups. 
 Additional factors that have been studied for their influence on the acceptability of 
school-based interventions for externalizing behavior problems include perceived treatment 
effectiveness and time efficiency (Elliott, 1988).  Further, researchers have studied variables 
such as knowledge of treatments, past experience with treatments, type of education, and amount 
of training.  Research conducted by Clark and Elliott (1988) indicated a relationship between 
teachers rating of intervention acceptability and their knowledge of intervention and behavior 
change principles.  In addition, their work suggested that when teachers perceive interventions as 
effective, ratings of acceptability were also found to be higher (Clark & Elliott, 1988).   
 A more recent study extending the literature of teachers’ acceptability of treatments for 
children with ADHD, which also examined specific teacher factors for potential relationships, 
was conducted by Girio and Owens (2009).  Their study evaluated teachers’ acceptability of 
select evidence-based treatments, as well as promising treatments, for ADHD.  The specific 
treatments included peer tutoring, self-reinforcement, social skills training, time out, daily report 
card, and pharmacological treatment.  Teacher factors examined in this study included self-
efficacy, grade level, education level, age, and experience.  Study findings revealed the daily 
report card intervention had the highest mean rating of acceptability and was rated significantly 
higher than four of five other treatments studied.  The daily report card was not, however, rated 
significantly higher than the self-reinforcement strategy.  Study findings also revealed that 
teachers’ years of experience was predictive of acceptability, in that teachers with more 
experience rated time out as more acceptable than peer tutoring.  Several limitations, however, 
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were noted in this study including teacher recruitment efforts taking place at an in-service 
training that was not mandatory, making it possible that teachers not in attendance would have 
produced a different profile of acceptability ratings.  Their study also called for future work to 
expand the findings, in addition to examining additional factors and treatment characteristics so 
that further clarity can be reached in this area of research. 
 Therefore, it should be noted, that although researchers have examined several variables 
related to teacher ratings of treatment acceptability, the literature on such variables is limited and 
findings are varied (Girio & Owens, 2009).  The mixed findings make it difficult to draw 
conclusions at this time.  Thus, researchers have called for additional research to clarify the 
teacher factors and treatment characteristics that may be involved in treatment acceptability 
(Girio & Owens, 2009; Power et al., 1995; Vereb & Diperna, 2004).  This information can be 
potentially valuable to consultants who are working with teachers on the promotion and 
implementation of evidence-based interventions for students with ADHD by aiding in the 
planning and evaluation of intervention efforts.   
Methodological Issues in the Study of Acceptability 
 Although the study of treatment acceptability has expanded from the disciplines of 
medicine and business into the psychological literature, it is important to note the measurement 
of treatment acceptability has not been without criticism.  Specifically, critics have brought to 
light the limitations of analog vs. naturalistic methods of obtaining acceptability ratings (Eckert 
& Hintze, 2000).  The analog nature and survey format characteristic of most acceptability 
research has been described as a significant limitation in regard to ecological validity, as well as 
the generalizability of the research findings.  It has been argued the results of acceptability 
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studies using an analog experimental design may not provide a true indication of consumers' 
perceptions during natural conditions (Witt, Martens, & Elliott, 1984).  
 In addition, researchers have compared and contrasted use of a between-subjects group 
design condition and a within-subjects group design condition as it relates to teacher-rated 
acceptability.  Findings have demonstrated the employment of a between-subjects group design 
may provide only a conservative estimate of acceptability.  Employment of a within-subjects 
group design has been shown to significantly increase the magnitude of differences in mean 
acceptability ratings, making this experimental design the preferred method (Eckert & Shapiro, 
1999).  Also, it should be noted that while the conception and application of the acceptability 
construct has been well established in the literature, it cannot be assumed these ratings will 
predict actual intervention usage (Sterling-Turner & Watson, 2002).  Thus, high rates of teacher-
rated intervention acceptability may not necessarily equate to high levels of intervention usage, 
nor do they demonstrate the fidelity of an intervention, making these additional areas important 
to examine (Chafouleas, Riley-Tillman, & McCoach, 2009).    
Summary of Current Literature 
 Although several studies have examined the role of teacher acceptability in the treatment 
of childhood behavioral disorders, only a few have studied teachers’ acceptability of treatments 
specifically for children with ADHD.  Given the prevalence and chronic nature of ADHD, in 
combination with the amount of time spent in the school setting and the critical role teachers play 
in intervention implementation, such targeted research is an important addition to the literature.  
Studies have demonstrated if teachers are more accepting of treatment, it may result in greater 
compliance with the prescribed treatment protocol.  In addition to measures of acceptability 
regarding ADHD treatment, the role of important factors such as knowledge of ADHD, 
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knowledge of ADHD treatment, years of teaching experience, and amount of training and 
exposure specific to children with ADHD have been examined (Girio & Owens, 2009; Pisecco et 
al., 2001; Power et al., 1995; Vereb & DiPerna, 2004).  Although these studies have served as a 
well-needed contribution to the literature, researchers continue to call for further efforts to 
replicate, as well as explore, additional factors that may be related to treatment acceptability 
(DuPaul, 2007; Girio & Owens, 2009; Power et al., 1995; Vereb & DiPerna, 2004).  Thus, work 
is needed to better understand teacher acceptability of ADHD intervention, as well as factors that 
may be involved in treatment acceptability.  Upon review of the existing literature, several gaps 
requiring further research have been identified.  In addition to the global lack of studies in this 
specific area, existing studies have reported the following limitations: small sample sizes, lack of 
consistent inclusion of special education teachers as participants, and use of instruments lacking 
strong psychometric properties.   
Purpose of the Current Study 
In order to further extend the literature and address the limitations above, the purpose of 
the current project is to examine factors associated with teacher-rated acceptability of three 
selected evidence-based interventions used in the treatment of ADHD.  Specifically, this study 
examined teacher-rated acceptability of pharmacological treatment, token 
reinforcement/response cost interventions, and home-school communication programs using a 
psychometrically established measure of general acceptability.  In addition, factors (both 
previously studied and novel) that may be involved in teachers’ acceptability of the selected 
treatments were also explored in order to provide a valuable contribution to the literature.  The 
present study included the examination of both general education and special education teachers.  
In addition, this study examined the following teacher factors in order to bring further clarity to 
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previous research: type of certification (e.g., general education or special education), amount of 
training specific to students with ADHD, number of students with ADHD taught, and years of 
teaching experience.  Also, to date, no studies have examined the level of perceived systems 
support that teachers find necessary when implementing behavioral interventions in their 
classroom (e.g., perceived support from student support and intervention teams, school 
administrators, school psychologists, behavior specialists, etc.) specifically for students 
diagnosed with ADHD.  Thus, the present study serves to enhance our understanding of the 
relationship between numerous teacher factors and the acceptability of evidence-based 
interventions for use in children with ADHD.  Such clarification will allow for improved and 
more targeted consultation strategies to be utilized with teachers in hopes of maximizing 
intervention use and improving outcomes for students.  In addition, this study serves to extend 
the literature by examining a novel teacher factor, perceived system support, in order to assess its 
potential relationship with intervention acceptability.  
Research Questions 
The current study served to examine the following research questions:  
   
1.  Will the home-school communication intervention be rated most acceptable by 
teachers, as demonstrated in previous research (Girio & Owen, 2009; Pisecco et 
al., 2001; Power et al., 1995)? 
 2.   Does having special education certification, fewer years of teaching experience,  
  greater amounts of training specific to ADHD, lower levels of perceived systems  
  support needed for intervention implementation, and a greater number of former  
  students with ADHD predict significantly higher ratings of intervention   
  acceptability for all treatments? 
CHAPTER II: METHOD 
 
Participants 
 Participants included 170 fully-licensed elementary school teachers from New Hanover 
County North Carolina Public Schools District (see Table 1 for teacher demographic data).  Of 
the 170 teachers who provided information regarding the survey study, all 170 of them agreed to 
participate.  The district includes suburban communities, with student profiles representing a 
variety of racial and socioeconomic backgrounds.  In addition, the study included both general 
education and special education teachers as research participants.  Exclusionary criteria included 
teachers who were only provisionally licensed and teacher assistants.   
 The participant sample consisted of primarily female respondents (n = 162, 95.3 % 
female; n = 8, 4.7% male).  The age range of participants ranged from 22 to 68, with the average 
age of respondents being 37.4 years (SD = 9.8).  The majority of respondents held a bachelor’s 
degree (n = 88, 51.8 %), with the remaining education levels identified as a bachelor’s degree 
plus some credits towards a master’s degree (n = 41, 24.1 %), master’s degree (n = 34, 20.0%), 
and master’s degree plus additional credits (n = 7, 4.1%).  The years of teaching experience 
ranged from 0 to 33 across participants, with the average number of years of experience equaling 
12.02 (SD = 7.87).  Participants also included both general and special educators.  The majority 
of participants were certified as general educators; however, approximately 12% reported having 
a special education certification, with approximately 5% of participants reporting a dual 
certification.  In addition, approximately 49% of participants reported having taught more than 
20 students with ADHD in their career, with the smallest proportion of teachers (approximately 
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15%) reporting having taught 0-5 students with ADHD.  Table 1 provides specific data regarding 
demographic variables.   
Table 1 
 
Participant Demographic Information (n =170) 
 
Demographic          Frequency                 Percentage 
Sex 
 Female       162   95.3 
 Male            8     4.7 
Ethnicity 
 White        152   89.4 
 Black            4     2.4 
 Hispanic           9     5.3 
 Multiracial           3     1.8 
 Other            2     1.2 
Education 
 Bachelor’s Degree        88   51.8 
 Bachelor’s plus some credits towards Master’s    41   24.1 
 Master’s Degree        34   20.0 
 Master’s plus some credits towards doctorate      7     4.1 
Certification Type 
 General Education      142   83.5 
 Special Education        20   11.8 
 Both Certifications          8     4.7 
Number of Students with ADHD Taught 
 0-5          26   15.3 
 6-10          30   17.6 
 11-20          30   17.6 
 20 +             83   48.8 
Amount of Training in the area of ADHD 
 0-5 hours        82   48.2 
 6-11 hours        44   25.9 
 12-17 hours        19   11.2 
 18-23 hours             4     2.4 
 24+ hours        21   12.4 
______________________________________________________________________________ 
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Measures 
Teacher Demographics Form. A form was provided in the questionnaire packet for the 
purposes of gathering important descriptive demographic information, as well as variables shown 
to potentially impact teacher acceptability of evidence-based practices for the treatment of 
ADHD (see Appendix A).  The teacher demographics form consisted of demographic questions 
that include teacher sex, ethnicity, education level, primary area of certification (e.g., special 
education, general education), total years of teaching experience, amount of formal training in 
ADHD intervention, and reported number of students taught with ADHD.       
Intervention Rating Profile-15 (IRP-15).  Based on Kazdin’s (1981) definition of 
acceptability, the IRP-15 is a 15-item scale designed to assess teachers’ perceptions of the 
acceptability of individual treatments.  Items are rated on a 6-point Likert scale that ranges from 
Strongly Disagree to Strongly Agree.  Items are summed to yield a total score indicating overall 
acceptability.  Thus, the possible score range is 15-90, with higher scores indicating greater 
acceptability regarding the extent to which a treatment is considered acceptable, appropriate, and 
likely to be efficacious.  Research examining the psychometric properties of the IRP-15 has 
suggested the measure to have high internal reliability ranging from .88 to .98 across studies 
(Freer & Watson, 1999; Martens et al., 1985; Martens & Meller, 1989), as well as adequate 
criterion validity (r = -.86; Martens et al., 1985).  Previous research has also yielded support for 
the construct validity of the IRP-15 using factor analytic techniques (Martens & Miller, 1989) 
and through collection of discriminant validity evidence (Martens et al., 1985).  Sample items 
from the scale include: “I like the intervention procedures; I would be willing to use the 
intervention in the classroom; I feel that the intervention was beneficial.”  The IRP-15 has been 
established as a psychometrically-acceptable rating scale for determining objective evaluative 
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ratings about the type of treatment, and has been widely utilized in the literature (Cross Calvert 
& Johnston, 1990; Dufrene, et al., 2007; Noel, et al., 2005; Reynolds & Kelley, 1997). 
Usage Rating Profile-Intervention (URP-I) Systems Support Subscale.  The URP-I 
was developed by Chafouleas, Briesch, Riley-Tillman, & McCoach (2009) and serves as a self-
report measure that examines the perceived usage of an intervention through four distinct 
constructs: Acceptability, Feasibility, Understanding, and Systems Support.  Unlike many other 
acceptability scales, the URP-I uses a multifactor model allowing for identification of specific, 
functional components related to intervention acceptability and use.  Each of the four factors is 
frequently cited in the literature as being related to the use of an intervention.  All four subscales 
reported acceptable levels of internal consistency reliability.  Specifically, the Systems Support 
subscale has demonstrated an alpha coefficient of .84 indicating strong internal reliability.  The 
subscale is comprised of six questions rated on a 6-point Likert scale ranging from Strongly 
Disagree to Strongly Agree.  Higher scores on the System Support factor of the URP-I indicate 
the respondent found external support (e.g., support from school administrators, colleagues, etc.) 
is necessary for intervention implementation.  Thus, lower scores on this subscale are more 
desirable.  
Procedures              
Once approval was received through the East Carolina University University and Medical 
Center Institutional Review Board (IRB) to ensure ethical treatment of human participants (see 
Appendix B), the selected school district was contacted.  Approval at the district level was 
obtained prior to contacting school principals on an individual basis.  Once district-wide 
approval was granted, principals were contacted individually by the primary investigator by 
email or telephone.  Principals were given an explanation of the study, as well as a description of 
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what study participation would entail.  Principals were asked permission for the primary 
investigator to attend a teacher staff meeting in order to administer the 15-20 minute 
questionnaire to teachers in a group format.  An incentive was offered to each principal in order 
to encourage participation (e.g., donation of school supplies to the school or refreshments 
provided at the staff meeting).  In addition, school principals were offered a copy of the study 
results upon completion if they desired.  Of the 15 principals contacted, five responded to the 
primary investigator’s initial contact, with each of the five also agreeing to have the investigator 
present information about the study at a regular staff meeting.  At the staff meetings, teachers 
were informed that their participation was voluntary and that their responses would remain 
completely confidential.  The teacher participation rate was one hundred percent at each of the 
five participating schools. 
The questionnaire packet given to each teacher consisted of an introductory 
letter/informed consent form (Appendix C), teacher demographic form, and the acceptability 
measure.  Specifically, the acceptability measure was comprised of IRP-15 rating scales and the 
URP-I Systems Support subscale for each of the three evidence-based interventions which were 
being examined (i.e., pharmacological treatment, token economy/response cost intervention, and 
home-school communication programs).  After completing the demographic form, teachers were 
then provided information regarding intervention acceptability.  Each of the three interventions 
was presented on a separate form.  The top of each form contained a description of the 
intervention procedure, followed by a uniform copy of the IRP-15 rating scale and URP-I 
Systems Support subscale in order to assess each intervention separately.  The data were coded 
and entered into SPSS with the assistance of undergraduate research assistants.  All data were 
checked for entry accuracy and independently verified by a second trained individual.    
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Data Analyses  
A priori power analyses were conducted to identify the approximate number of 
participants necessary to detect statistically significant differences with an effect size of f = .10 at 
the .05 significance level.  When solving for 0.80 power, analyses indicated that 151 participants 
were required to reach adequate power in detecting the hypothesized relationships.  
Demographic information was collected for numerous teacher variables being examined.  
Teacher variables included teacher sex, ethnicity, education level, years of teaching experience, 
amount of training regarding intervention for ADHD, number of students with ADHD taught, 
and certification area.  Finally, mean IRP-15 ratings and standard deviations for each of the three 
interventions were reported across all teachers in the sample, in addition to URP-I ratings of 
systems support.  Linear regression analyses were performed using teacher factors and 
demographic variables as independent variables, and teacher acceptability ratings as the 
dependent variable, in order to examine which variables have the strongest relationship with 
teacher acceptability of three evidence-based interventions for ADHD.  Specific teacher factors 
of interest include: years of teaching experience, type of certification (i.e., general education vs. 
special education), amount of training in ADHD intervention, number of students taught with 
ADHD, and amount of perceived systems support required for intervention implementation.  
CHAPTER III:  RESULTS 
Descriptive Statistics 
 A total of 170 teacher responses were examined and descriptive statistics reflecting 
teacher acceptability were analyzed.  Teachers were asked to complete the Intervention Rating 
Profile (IRP-15) acceptability measure for each of the three interventions of interest.  Mean 
scores were calculated for each intervention serving as an overall acceptability score.  Teachers’ 
acceptability ratings for all three interventions used in the treatment of students with ADHD are 
shown in Table 2.  Standard deviations and minimum and maximum scores are also reported for 
each intervention.    
 
Table 2  
Descriptive Statistics of Teachers’ Acceptability Ratings (n = 170) 
Intervention Mean Std. Dev. Minimum Maximum 
Home School Communication (HSC) 77 10.4 37 90 
Pharmacological Treatment (MED) 70   9.7 27 90 
Token Economy/Response Cost (BEH) 62 12.6 15 90 
 
Preliminary Analyses 
 Internal consistency (coefficient alpha) calculations of reliability were examined for the 
15-item teacher acceptability rating (IRP-15) in the present study for each of the three 
interventions.  Cronbach’s alphas indicated adequate internal consistency for the Home School 
Communication Intervention (α = .97), Pharmacological Treatment (α = .93), and the Token 
Economy/Response Cost Intervention (α = .97).   
 Correlations among of years of experience, amount of training in ADHD, and number of 
former students with ADHD taught were calculated in order to avoid including any highly 
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correlated independent variables in the model.  Results demonstrated fairly weak correlations 
amongst these explanatory variables (see Table 3); thus, no variables were eliminated prior to 
estimating regression parameters.    
Table 3 
Correlation Matrix for Predictor Variables (n =170) 
________________________________________________________________________ 
        
        1    2         3   
________________________________________________________________________  
  
1. Years of Teaching Experience     --          .33*          .52* 
 
2. Hours of Training in ADHD                 --            .46*  
      
3. Number of Students with ADHD Taught             --           
________________________________________________________________________ 
* Correlation is significant at the .01 level (2-tailed); p < .01 
 
 
Teacher Acceptability Ratings and Predicting Factors 
  A series of paired-samples t-tests were conducted to compare means of intervention 
acceptability amongst the three treatments.  The first research question addressed whether the 
home-school communication (HSC) intervention would be rated as most acceptable by teachers.  
Results indicate that the mean acceptability rating for HSC (M = 77, SD = 10.4) was significantly 
higher than the mean acceptability rating for pharmacological treatment (M = 70, SD = 9.7); 
t(166) = 7.61, p < .001 as well as higher than the mean acceptability rating of token 
economy/response cost systems (M = 62, SD = 12.6); t(167) = 11.9, p < .001.   In addition, the 
mean acceptability rating of pharmacological treatment was found to be significantly greater than 
the mean acceptability rating for token economy/response cost interventions; t(166) = 6.51, p < 
.001.    
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 The remaining research question addressed teacher factors as predictors of treatment 
acceptability.  Results of linear regression analyses using select teacher background and 
demographic factors as independent variables, and teacher acceptability ratings as the dependent 
variable, were examined in order to explore which variables had the greatest impact on teacher 
acceptability of the three evidence-based interventions for ADHD.  The research question served 
to determine whether having a special education certification, fewer years of teaching 
experience, greater amounts of ADHD training, greater number of students taught with ADHD, 
and lower levels of perceived systems support necessary for intervention implementation would 
explain a significant amount of the variance in teacher-rated acceptability for all three treatments.   
 When teacher variables were entered into a model predicting the acceptability of the 
home-school communication program (see Table 4), the overall model was found to be 
significant, explaining 8.7% of the variance (p = .001; adjusted R
2
 = .087), with perceived 
systems support as the only individual predictor to reach significance (p = .001).   The data 
indicated the lower the level of system support that teachers felt was needed to implement home-
school communication interventions, the greater the level of rated acceptability. 
Table 4 
Linear Regression Analysis for Teacher Factors Predicting Acceptability of HSC Intervention  
Predictor Variable      B      SE B β      t          p 
Years of Experience   -.032      .117       -.024 -.271       .787 
Certification Type    1.73      1.59        .085  1.09       .279 
Hours of ADHD Training   .025      .699        .003  .036       .971 
Number of Students with ADHD -.422      .859       -.045 -.491       .624 
Systems Support   -.703      .162       -.322 -4.34       .001 
______________________________________________________________________________ 
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 After the teacher variables of interest were entered into a model predicting acceptability 
ratings of pharmacological treatment (see Table 5), the overall model was found to be 
significant, explaining 4.4% of variance (p = .03; adjusted R
2
 = .044), with the only individual 
predictor to reach significance being certification type (p = .006).  Specifically, teachers certified 
in special education were found to be more likely to rate pharmacological treatment with greater 
acceptability in comparison to general education teachers. 
 
Table 5 
Linear Regression Analysis for Teacher Factors Predicting Acceptability of MED Intervention  
Predictor Variable      B      SE B β      t          p  
Years of Experience   .120      .111        .097  1.08       .281 
Certification Type   4.26      1.52        .226  2.80       .006 
Hours of ADHD Training  .272      .669        .037  .407       .685 
Number of Students with ADHD      -1.27      .815       -.149 -1.56       .121 
Systems Support   .201      .175        .089  1.15       .251 
______________________________________________________________________________ 
 
 When the teacher variables were entered into a model predicting acceptability ratings of 
the behavioral intervention (see Table 6), the overall model was significant, explaining 14.1% of 
variance (p = .001; adjusted R
2
 = .141).  In this model, two individual predictors reached 
significance: certification type (p = .050) and perceived systems support (p = .001).  Specifically, 
results demonstrated special educators were more likely to rate behavioral interventions with 
greater acceptability than general educators.  In addition, findings demonstrated that the higher a 
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teacher rated levels of systems support needed to implement behavioral interventions, the greater 
the acceptability.     
 
Table 6 
Linear Regression Analysis for Teacher Factors Predicting Acceptability of BEH Intervention  
Predictor Variable      B      SE B β      t          p  
Years of Experience   -.101      .136       -.064 -.744       .458 
Certification Type    3.69      1.90        .146  1.93       .050 
Hours of ADHD Training   1.30      .827        .136  1.57       .112 
Number of Students with ADHD  .315      1.00        .029  3.14       .754 
Systems Support    .816      .191        .313  4.27       .001 
______________________________________________________________________________ 
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CHAPTER IV:  DISCUSSION 
 The notion of treatment acceptability has been recognized as an important factor in the 
intervention of ADHD.  In addition, acceptability has been documented to be a critical variable 
in intervention design and evaluation (Gresham, 1989; Sterling-Turner & Watson, 2002).   
Although several studies have examined the role of teacher acceptability in the treatment of 
childhood behavioral disorders, only a few have studied teachers’ acceptability of treatments 
specifically for children with ADHD.  In addition to there being a limited number of studies 
examining teacher-rated acceptability of ADHD treatments, existing studies have reported 
numerous limitations warranting further studies such as: small sample size, samples lacking 
inclusion of special education teachers, and use of measurement instruments lacking strong 
psychometric properties, all setting the stage for the current study.   
 The purpose of this study was to evaluate teacher-rated acceptability of three evidenced-
based interventions used in the treatment of children diagnosed with ADHD.  Specifically, this 
study examined teacher-rated acceptability of pharmacological treatment, token 
economy/response cost techniques, and home-school communication programs using a 
psychometrically established measure of general acceptability.  In addition, teacher factors, 
including the perceived need for systems-level support, were also examined in order to obtain a 
better understanding of their potential influence on intervention acceptability.    
Summary of Key Findings 
 Results from the current study demonstrated home-school communication programs were 
given the highest ratings of treatment acceptability by teachers.  This particular finding is 
consistent with previous research (Curtis et al., 2006; Girio & Owens, 2009; Pisecco et al., 2001; 
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Power et al., 1995) that cited the implementation of a home-school program as being the most 
acceptable and preferred evidence-based intervention based on teacher ratings. 
 One explanation for teachers’ continued preference for this type of treatment may be 
teachers’ partiality for behavioral interventions that use consequences that are positive in nature, 
as opposed to those that use reductive methods or punishment (Power et al., 1995).  In addition, 
research has demonstrated a home component to behavioral interventions may relieve some of 
the burden felt by the teacher in being responsible for the entire treatment program (Chafouleas 
et al., 2002).  Thus, interventions incorporating the home environment may allow for teachers to 
feel more supported in their efforts to improve student behavior by allowing for a sense of shared 
responsibility, knowing that consequences in the home environment will support their efforts at 
school.   
 Another factor which may potentially contribute to the home-school communication 
strategy receiving the highest ratings of acceptability is that implementation of this intervention 
also accomplishes the task of communicating regularly with parents.  Although regular home-
school communication serves as a best practice, in recent years many school administrators have 
begun making such routine parent contact a teacher requirement.  Therefore, rather than sending 
letters home and making phone calls to parents, the home-school communication program may 
be viewed by teachers as a time-efficient way to accomplish both parent contact as well as 
student intervention.  Further, given that the difficulties of children with ADHD are seen across 
both home and school settings, there may also be a perception on the part of the teacher that 
greater efficacy can be achieved when home-school communication programs are a component 
of a treatment plan, thus potentially contributing to its high acceptability and frequent 
implementation (DuPaul, Weyandt, & Janusis, 2011).    
  
 
41 
 The present study also indicated that pharmacological treatment was considered more 
acceptable by teachers in comparison to token economy/response cost programs, but not as 
acceptable as home-school communication strategies.  Thus, of the three interventions examined 
in this study, the token economy/response cost intervention received the lowest acceptability 
ratings.  This finding may not be too surprising given that use of medication and the monitoring 
of unwanted side effects places much less burden on the teacher than the time and efforts 
necessary in carrying out a formal behavior management system.  In addition, many teachers 
may be unsure of how to implement a token economy in their classroom, feeling that additional 
training and consultation would be necessary, potentially further contributing to its lower 
acceptability ratings.  These findings mirror results of past research in that previous studies have 
found pharmacological interventions to be consistently rated significantly more acceptable than 
negative psychosocial treatments (i.e., time-out, response cost, etc.) (Epstein et al., 1986; Girio & 
Owens, 2009; Pisecco et al., 2001; Power et al., 1995).   
 Comparing previous studies with more current research also suggests there has been a 
rise in teacher acceptability of pharmacological treatment, which may be related to the 
significant increase in rates of medication prescriptions for children with ADHD (CDC, 2010; 
Correll, Kratochvil, & March, 2011).  An additional explanation for the rise in medication 
acceptability may be due to the increase in exposure, which has naturally occurred over time, in 
addition to consumers’ increased knowledge as they become more educated regarding the short-
term efficacy of this treatment option for reducing disruptive behaviors in the classroom.  This 
notion has been supported by researchers who have demonstrated teachers’ knowledge of ADHD 
positively and significantly relates to their acceptability of medication (Vereb & DiPerna, 2004).  
It should be noted, however, that while pharmacological treatment has shown to be an 
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efficacious short-term intervention, its benefit in reducing disruptive behavior and in improving 
academic performance are only short-term in nature, with no research support for any long-term 
effects (Abikoff et al., 2004; DuPaul, 2007; Jensen et al., 2007; Molina et al., 2009; MTA 
Cooperative Group, 1999).  Research has shown that the best treatment outcomes are achieved 
when both medication and behavior management are utilized as part of a multimodal approach 
(Abikoff et al., 2004; DuPaul, 2007; MTA Cooperative Group, 1999). 
  In addition to the current study examining teachers’ acceptability of three selected 
evidence-based interventions, specific teacher factors were also analyzed in order to identify any 
potential relationships.  The second research question addressed whether special educators, fewer 
years of experience, greater amounts of ADHD training, greater number of former students with 
ADHD taught, and lower levels of system support needed for intervention implementation would 
explain a significant amount of variance in teacher rated acceptability for each treatment.  
However, in all three cases, these variables explained only 4-14% of variance in teacher-rated 
acceptability. Thus, there remain many other variables not included within this model that 
predict teacher-rated acceptability.  In addition, many of our hypothesized predictors did not 
independently account for a significant amount of variance in teacher-rated acceptability. Two 
factors that proved to be influential across intervention types included a perceived need for 
systems support and certification type.  Specifically, participants who were certified as special 
educators reported higher rates of acceptability for pharmacological treatment, as well as for the 
token economy/response cost intervention.  This finding may be explained by the fact that 
special educators have likely received more training in these areas of intervention, in addition to 
likely having more exposure to students who have benefited from these treatment strategies.  
Previous studies have often failed to include the use of special educators in their samples, 
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frequently citing this as a limitation of their work (Power et al., 1995; Pisecco et al., 2001).  
Thus, the significance of this finding as it relates to special educators is that it will be useful for 
future comparisons, as conclusion can be drawn with even greater confidence.   
 This study was the first to examine the role of system support as it relates to intervention 
acceptability of ADHD treatments.  Findings of the current study indicated that lower levels of 
perceived systems support needed for intervention implementation predicted higher rates of 
teacher acceptability for the home-school communication intervention.  Thus, the less support 
teachers felt they needed to implement the home-school communication program, the more 
acceptable they found this intervention strategy.   
Interestingly, the opposite relation was observed in the token economy/response cost 
intervention.  Results indicated that the greater need for systems support teachers perceived 
would be necessary for this intervention, the higher their ratings of intervention acceptability. 
One plausible explanation for this finding is related to the educational reform that has taken 
place promoting a universal system for addressing behavior school wide (e.g. Positive 
Behavioral Intervention and Supports).  Teachers may view implementation of a token 
economy/response cost program in their classroom as something unique and separate from the 
universal expectation, and one for which special permission may be necessary to enforce the 
corresponding rewards and consequences.  Thus, teachers may view selecting this intervention as 
going against their administrator’s expectation that they utilize the uniform policy of addressing 
behaviors.  Another potential explanation for this finding may be that teachers believe that in 
order to enforce any consequence that is negative in nature, or which requires a loss of 
privileges, the support of administration, colleagues, as well as parents would be necessary.  
These findings highlight an area in which school psychologists can be especially valuable, as 
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they are able to provide the necessary consultation to assist teachers with aligning their token 
economy in a way that compliments a school’s universal system and expectations. 
Study Limitations 
 Although this study provides a valuable contribution to the literature, a noted limitation 
of this work includes the nature of utilizing a self-report instrument, and the potential impact of 
social desirability and response bias that may occur.  In addition, participants of this study were 
comprised of elementary school teachers only.  Thus, findings may not reflect the views of 
middle and high school teachers, who may have a differing perspective.  Also, although the 
participants represented several different schools, all subjects were from one school district in 
southeast North Carolina.  The student populations from the participating schools were also 
predominantly suburban.  Thus, teachers working in urban and rural schools were 
underrepresented in the sample and may have differing thoughts and experiences with regard to 
ADHD treatments.  Also, given the analog nature of this study (vs. naturalistic method), it cannot 
be assumed these ratings will predict actual intervention usage, nor does it demonstrate the 
fidelity of an intervention (Sterling-Turner & Watson, 2002).  Therefore, generalization of the 
current findings may be limited by these factors. 
Directions for Future Research 
   Given the limited number of studies that have examined teacher-rated acceptability as it 
relates to ADHD intervention, in addition to the various limitations described, it is important for 
future research to replicate the findings of this study, as well as to investigate new relationships 
within this realm.  While this study combined the token economy and response cost techniques 
into one intervention approach, given the two are most frequently used in conjunction, future 
studies should also examine these two interventions separately to better understand their specific 
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relationship with teacher acceptability.  Also, it will be especially beneficial for future studies to 
continue to explore the role of systems support and certification type as potential predictors of 
intervention acceptability given their demonstrated significance in this study.  Further 
examination of these factors will allow for a better understanding of the importance of 
considering these variables during intervention planning and design.  This study serves as the 
first to evaluate the factor of perceived system support as it relates to the acceptability of 
evidence-based interventions for students with ADHD.  Results demonstrate that the amount of 
perceived systems support necessary to implement an intervention may impact teachers’ 
acceptability level of treatments used for ADHD.  Thus, the significance of these results sets the 
stage for future work examining this construct.  Future studies should also examine additional 
teacher demographic variables not explored in this study so that school psychologists can further 
refine their understanding of what drives teacher-rated intervention acceptability.  The role of 
school climate as well as parent factors as they relate to teacher acceptability also serve as 
valuable areas for future work. 
 In an era in which class size continues to increase for teachers, and the demands placed 
on educators continues to rise, future research should also serve to examine a wider variety of 
interventions in addition to the ones studied here.  This study demonstrates that an intervention in 
which teachers feel a sense of shared responsibility (e.g., home-school communication program) 
is more likely to be viewed as acceptable and preferred.  Thus, further exploration of the 
acceptability of interventions incorporating a sense of shared responsibility in intervention 
implementation should be conducted.  For example, use of multiple mediators, such as the use of 
peers or computer technology, to deliver intervention to students with ADHD has been 
recommended as a means to prevent teachers from shouldering all of the responsibility (DuPaul, 
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Weyandt, & Janusis, 2011).  Thus, future work should examine these types of treatments as well 
in order to continue expanding the knowledge base of intervention acceptability. 
 It is also essential that future studies include the participation of middle school and high 
school teachers, as few studies have examined this population.  The limited research of 
secondary school teachers and the treatment of adolescents, has made generalizing research 
findings difficult (DuPaul et al., 2011).  Thus, additional research is needed to better understand 
the functioning of secondary students diagnosed with ADHD given the distinct differences 
between the elementary and secondary environments (i.e., having numerous teachers, enduring a 
higher number of transitions, etc.).  
 As the link between acceptability and intervention outcome continues to be better 
understood, the possibility of acceptability impacting intervention fidelity (which may then 
impact the outcome), is also an area warranting further research (Briesch et al., 2013).  Although 
school psychologists consult diligently with teachers in order to develop intervention plans, if the 
interventions are not implemented with fidelity, then the consultation process becomes 
ineffective (Riley-Tillman et al., 2005).  Thus, an additional avenue in need of study is 
determining how treatment acceptability factors are related to the integrity with which teachers 
implement interventions for students with ADHD.  
Implications for Practice 
 Continued research in this realm can help school psychologists take a proactive approach 
in their consultation practices.  For example, knowledge of which teacher factors may be 
associated with decreased acceptability of an evidence-based intervention can allow for potential 
resistance to be addressed proactively.  In addition, utilizing this knowledge base during 
consultation practices will assist school psychologists in recommending an appropriate evidence-
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based intervention to a teacher that could potentially be more likely to be implemented with 
integrity, thus promoting the desired effect.  Studies have clearly demonstrated that regardless of 
the intensity, collaborative consultation leads to improved school functioning and academic 
achievement outcomes for the majority of students with ADHD (DuPaul et al., 2006).  Thus, 
these findings can serve as a powerful tool for school psychologists by allowing them to better 
understand the views of their consultees in order to promote a stronger collaborative effort. 
Conclusions 
 The purpose of the current project was to examine teacher-rated acceptability of three 
selected evidence-based interventions used in the treatment of ADHD, in addition to exploring 
teacher factors that may potentially be related to these ratings.  The current study also served as 
the first to examine the role of perceived system support necessary for intervention 
implementation, as it relates to teacher ratings of treatment acceptability.  Results of the current 
study indicated home-school communication programs to be most acceptable to teachers in 
comparison to pharmacological treatment and token economy/response cost interventions.  
Additionally, the factor of perceived systems support proved to be significant in predicting 
teacher acceptability of the home-school communication program and the token 
economy/response cost interventions.  Specifically, findings revealed that the lower levels of 
systems support teachers deemed necessary to implement the home-school communication 
program, the higher the ratings of intervention acceptability.  An additional teacher factor found 
to predict greater levels of teacher acceptability involved certification type; special educators 
were more accepting of the use of pharmacological treatment, as well as token 
economy/response cost interventions, in comparison to general educators.  Lastly, results 
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indicated the token economy/response cost intervention was more acceptable when teachers 
perceived that higher levels of systems support would be necessary for its implementation.   
 School-based interventions are a critical component in a comprehensive intervention plan 
for students with ADHD.  School psychologists are responsible for suggesting intervention 
methods that will not only be effective, but will also meet the needs of teachers and parents.  
With expertise in learning and development, as well as consultation and intervention, school 
psychologists are uniquely qualified to facilitate collaborative efforts across home, school, and 
medical settings (Shapiro & Manz, 2004).  In order to do so, it is imperative school psychologists 
work collaboratively and consult efficiently with others in order help facilitate the 
multidisciplinary approach necessary to address the chronic nature of the disorder.   
  Findings of the current work, in addition to continued research in the area of teacher 
factors and ADHD intervention acceptability, will allow for school psychologists to utilize more 
efficient consultation practices.  Research in this area will assist consultants to more precisely 
gather initial data regarding teachers’ perceptions of an intervention, as well as benefit them in 
their intervention planning and evaluation efforts.  Although the nature of this research has been 
proven to be extremely multifaceted, given intervention acceptability and implementation is 
evidenced to be impacted by a complex interplay of numerous factors (Briesch et al., 2013), this 
research is critical for the field to continue promoting evidence-based interventions and to 
combat the barriers to ADHD treatment in the schools.  
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APPENDIX A:  Demographic Questionnaire 
Teacher Demographics Form 
1. Gender (please circle):   
 Male      
 Female 
2. Please indicate your age _________ 
3. Are you of Hispanic, Latino, or Spanish origin? 
 Yes 
 No 
4. Please indicate your ethnicity: 
 White         
 Black/African-American         
 American Indian/Alaska Native 
 Asian        
 Pacific Islander  
 Multi-racial 
 Other 
5. How many total years of teaching experience do you have? ___________ 
6. What specific grade level do you currently teach? _________  or if you teach multiple grades, please indicate 
which grades ________________________________________ 
7. What is your highest level of education? 
____Bachelor’s Degree      ____Bachelor’s plus some credits towards Master’s 
____Master’s Degree        ____ Master’s plus some credits towards Doctorate     ____Doctorate 
8. What is your current certification?   
___General Education   ___Special Education   (check both if applicable) 
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9. During your teaching career, approximately how many students have you taught with a formal diagnosis of 
ADHD? (please circle) 
 0-5           
 6-10           
 11-20           
 20 or greater 
10. Please circle the approximate number of hours you have received training in teaching students with ADHD (e.g., 
via workshops, seminars, pre-service [e.g., college courses], videos, etc.).       
 0-5 hours       6-11 hours       12-17 hours       18-23 hours       24 or greater hours 
APPENDIX B:  IRB Approval 
APPENDIX C: Teacher Consent 
Research Study: Factors Influencing Teacher Acceptability of Evidence-based Interventions for 
the Treatment of ADHD 
Principal Investigator: Mili G. Lal, M.A./CAS, NCSP 
You are being invited to participate in a research study titled “Factors Influencing Teacher 
Acceptability of Evidence-based Interventions for the Treatment of ADHD” being conducted by 
Mili G. Lal, a doctoral candidate at East Carolina University in the Pediatric School Psychology 
Program at East Carolina University.  The goal is to survey 180 teachers at New Hanover County 
Schools. The survey will take approximately 10-15 minutes to complete. It is hoped that this 
information will assist us to better understand factors influencing teachers’ acceptability of 
evidence-based interventions for Attention-Deficit Hyperactivity Disorder (ADHD).  Additional 
research is needed in this area in order to better understand any relationships which may exist.  
Teachers are valuable in providing their knowledge and beliefs which can be used to advance our 
understanding in this area.  Information from this study will be utilized to improve consultation 
practices in order to better assist teachers with intervention development for their students with 
ADHD. 
 
 The survey is anonymous, so please do not write your name. Your participation in the research 
is voluntary. You may choose not to answer any or all questions, and you may stop at any time.  
There is no penalty for not taking part in this research study.  Please call (252) 328-1378 for 
any research related questions or the ECU Office for Human Research Integrity (OHRI) at   
(252) 744-2914 for questions about your rights as a research participant. 
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The survey consists of a brief teacher demographics page, followed by 3 different intervention 
rating forms.  Each rating form has a brief description of the intervention at the top of the page, 
followed by questions pertaining to each intervention for you to answer.  If at any time you have 
questions, please simply raise your hand and I will be happy to answer it.  Thank you so much 
for your time and support with this research effort. 
 
